
ADVANCE DIRECTIVES FOR HEALTH CARE RULES 

I Purpose 

These rules are adopted to effectuate the intent of Chapter 23 1 of Title 18, 
Vermont Statutes Annotated (VSA), Advance Directives for Health Care and 
Disposition of Remains. 

The State of Vermont recognizes the hndarnental right of an adult to 
determine the extent of health care the individual will receive, including treatment 
provided during periods of incapacity and at the end of life. 18 VSA Chapter 23 1 
enables adults to retain control over their own health care through the use of 
advance directives, including appointment of.an agent and directions regarding 
health care and disposition of remains. During periods of incapacity, the 
decisions by the agent shall be based on the express instructions, wishes, or 
beliefs of the individual, to the extent those can be determined. 

A durable power of attorney for health care, terminal care document, or 
advance directive executed prior to the enactment of 18 VSA Chapter 23 1 
(September 1,2005) shall be a valid advance directive if the document complies 
with the statutory requirements in effect at the time the document was executed or 
with the provisions of 18 VSA Chapter 23.1. 

I1 Definitions 

The definitions of terms contained in these niles are the same as those 
contained in 18 VSA Chapter 23 1 at 18 VSA 3 970 1. If any of such legislative 
definitions are amended, the amended definitions shall be the definitions of the 
terms contained in these rules. 

111 Advance Directive Forms and Related Issues 

Attachment 

Advance directive, optional form with explanation.. ...............:............... A 

Clinician orders for life sustaining treatment.. ....................................... B 

Do Not Resuscitate (DNR) order. ..................................................... C 

DNR identification.. ..................................................................... D 

Emergency medical standards.. ........................................................ E 

Experimental treatments.. ............................................................... F 


IV Advance Directives Registry 

1. The Repistry 

The Advance Directives Registry is a secure, web-based database created by 
the Department of Health to which individuals may submit an advance 
directive or information regarding the location of an advance directive. 



Access to Reeistrv 

The Advance Directives Registry is accessible to principals and agents and, as 
needed, to individuals appointed to arrange for the disposition of remains, 
organ procurement organizations, tissue and eye banks, health care providers, 
health care facilities, residential care facilities, hneral directors, crematory 
operators, cemetery officials, and the employees thereof. 

Prohibitions to Access 

In no event shall information in the Advance Directives Registry be accessed 
or used for any purpose unrelated to decision-making for health care or 
disposition of remains, except that'the information may be used for statistical 
or analytical purposes as long as the participating individual's identifying 
information remains confidential. 

Process 

To submit, revoke, amend, or replace information in the Advance Directives 
Registry, mail the original advance directive or related document to: 

Director of Health Surveillance 
Advance Directives Registry 
Department of Health 
PO Box 70 
Burlington, VT 05402-0070 

Information regarding accessing information in the Advance Directives 
Registry may be obtained on the Department of Health's website: 

Information may also be obtained by contacting the Department of Health in 
person, by mail, or by telephone at (802) 863-7200 or 1-800-464-4343. 

Amendment, Sus~ension, Revocation 

Notification of amendment, suspension, or revocation under 18 VSA $ 
9704(c) and revocations of appointment under 18 VSA tj 9704(d) will be 
incorporated into the ~ d v a n c e  Directives Registry. 



ATTACHMENT A 

ADVANCE DIRECTIVE FOR HEALTH CARE 
Explanation and Instructions 

An Advance Directive is a document you prepare to choose someone 
as your health care agent or to guide others to make health decisions 

' for you. An advance directive can include instructions about your 
health care as well as what should happen with your body afteiyou 
die. Having an Advance Directive helps when you no longer can or no 
longer wish to make your own decisions, As you begin your Advance 
Directive, here are some important things to know: 

You have the right to consent to or refuse any medical 
treatment, 
You have the right to appoint an agent to make decisions for 
you. 
You may use this Advance Directive to share your wishes in 
advance. 
You may fill out all Parts of this Advance Directive form or just 
portions of it. For example, you can just appoint an agent in  Part 1 and 
then sign Part 9. I f  you choose not to appoint an agent, you can skip part 1 
and just give instructions in other Parts that you wish to fill out. However, i f  
you fill out any Part of this document, you must also fill out Part 9, as it 
provides signatures and witnesses to vahdate the Advance Directive. 
You may use any Advance Directive form or format as long as it 
is properly signed and witnessed. 
You can revoke or suspend your Advance Directive a t  any time 
unless you expressly waive your right to do so. 

Everyone needs an Advance Directive - not just those anticipating the 
end of their lives. Any of us could have an accident or suffer from an 
unexpected medical condition. Some of us live with a mental or 
physical illness that leaves us without capacity a t  times. Without an 
Advance Directive, those making decisions for you will not know what 
your wishes are. Worse still, your family and friends could fight over 
the care you should get. Help them help you - fill out and sign an 
Advance Directive. 

This Advance Directive has 9 Parts. Fill out as few or as many Parts as 
you like today. I f  you want, you can fill out other Parts another day. 
This is your document: change it as you like so that it states your 
wishes in you? own words. You may cross out what you don't like and 
add what you want. 



updating your AdvanceDirective 

I t  is  very important that the information in your Advance Directive is 
always current. Review it once a year or when events in your life 
change. Consider the '5 D's" as'times when your Advance Directive 
might need to be changed or updated. The 5 D's are: Decade birthday, 
Diagnosis, Deterioration, Divorce or Death of somebody close to you or 
that affects you. All of these events may affect how you think about 
future health care decisions for yourself. 

Whenever necessary, you should also update addresses and contact 
information for your agent and alternate agent and other people such 
as potential medical guardians whom you may have identified in your 
Advance ~irective. 

REVOKING or Suspending your Advance Directive: 

You may revoke your Advance.Directive by completing a new Advance 
Directive or completing replacement Parts of this Advance Directive. 
Then the old Advance Directive or Part is no longer in effect and the 
new one replaces it. I f  the new one and the old one cover different 
subjects, then both will be in effect. 

Suspending an Advance Directive is when you want a provision to.not 
be in effect for a period of time. For example, you may have said you 
wanted a. or order and the order may have been given to you. Then 
you need to go in for surgery and want the understanding that you will 
be revived during surgery. if y,our heart stops. 

You may revoke or suspend all or part of your Advance Directive by ' 

doing,.any of the following things:, . . .  

1. Signing a statement suspending or revoking the 
designation of your agent; 

2. Personally informing your doctor and having him or her 
note that on your record; 

3. Burning, tearing, or obliterating the Advance Directive 
either personally or at your direction when you are 
present; or 

4. For any provision (other than designation of your agent), 
stating orally or in writing, or indicating by any other act of 
yours that your intent is to suspend or revoke any Part or 
statement contained in your Advance Directive. 



Instructions for Part 1 - Appointment'of My Health Care Agent 

Appointing an agent to make decisions for you may be the 
single most important part of your Advance Directive. Your 
agent must be at least 18 years old and should be someone you know 
and trust. The person you choose should be someone who can make 
decisions for you, based upon your wishes and values. You cannot 
appoint your doctor or other health care clinician to be your agent. I f  
you are in a nursing home or residential care facility, staff or owners 
cannot be your agents unless they are related to you. You can 
appoint an alternate agent to make decisions for you if your original 
agent is unavailable, unable, or unwilling to act for you. You can also 

' 

appoint. co-agents ifyou wish. (If you appoint co-agents, use the 
second page of Part I of this form.) 

The authority of your agent to make decisions for you can begin: 
when you no longer have the capacity to make decisions for 
yourself, such as when you are unconscious or cannot . 

communicate, or 
immediately upon signing the advance directive if you so 
specify, o r  
when a condition you speciw is met, such as a diagnosis of a 
debilitating disease such as Alzheimer's Disease or serious 
mental illness, or 
when an event occurs that you want to mark the start of your 
agent's authority, such as when you move to a nursing home 
or other institution, 

The authority of your agent will end when you regain capacity to make 
your own decisions or you may specify when you want your Advance 

, , 
' Directive to be no longer i n  effect. 

, ,  . 

Once your Advance Directive goes into effect, your agent will have 
access to all your medical records and to persons providing your care. 
Unless you state otherwise in written instructions, your agent wil\ have 
the same authority to make all decisions about your health care as you . .
have. ' 

Your agent will be obligated to follow your instructions when making 
decisions on your behalf to the extent that they apply. I f  you choose 
not to leave explicit written directions in other Parts of your Advance , 
Directive, the persons making health care decisions for you will be 
guided by knowledge of your values and what is in your best interest 
at the time treatment is needed. 



ADVANCE DIRECTIVE . 
. . 

. I _ .  . :. . .. .. . . 

-2 

MyName ' . Date of Birth Date signed 

Address City Z i p .  ' 

. . 
Phone Email: 

. 
. Part 1 - My Health c a r e  gent' . . . . 

. 
. . 

. I .  

1 .  I want my agent' to h a k e  decisions for me: . (choose one statement beiow) 
, - ' 

when I a m  no longer able to make health care decisions for myself, or - . 

immediately, allowing my agent to make decisions'for me right now, or 

when the following condition or event occurs (to be determined as 

follows): 
. . . . 

2. I appoint as my health care Agent to make any and 
all health care decisions for me, except- to the extent that I state otherwise in this Advance 
Directive. (You may cross out the italicized phrase if authority is. unrestricted.), .. 

Address ' . Relationship (optional) 

Tel. (daytime) cellphone 
(evening) email! 

3. If this health care agent is unavailable, unable or unwilling to do this for me, I 
appoint to be my Alternate Agent. 
Address: Relationship (optional) 
Tel. (daytime) cellphone 

(evening) email: 

And ifmy Alternate Agent is unavailable, unable or unwilling to do chis, I appoint 
as my Next Alternate Agent. 

Address: Relationship (optional) 
Tel. (daytime) cellphone 

(evening) email: 

4.. I want to appoint two or more people to be co-agentsand have listed thein on 
, .page two of this Part. 



Appointment of "co-agents" 

You can appoint co-agents - people you ask to make decisions for 
you, acting together, based upon a discussion of your circumstance 
and agreement on a course of action or treatment. Sometimes co- 
agents have difficulty making decisions together, Before completing 
this part, be sure this is the best choice for you and your co-agents. 

Not all of the people you ask to be co-agents may be readily 
available to speak for you or to make decisions that have to be 
made immediately, particularly in an emergency. For this reason, it 
is a good idea to  give additional directions about how decisions can 
be made by your co-agents. 

5. Co-agents I appoint are: 

Name Relationship (optional) 
Address 
Phone (specify work, home or cell) 

~ a d e  Relationship (optional 
Address 
Phone (specify work, home or cell) 

Name Relationship (optional) 
(Address 

Phone (specify work, home or cell) 

(repeat below for additional co-agents) 

6. I prefer that decisions made by the co-agents named above be made in'the 
following way (you may choose one or prioritize 1,2,3): 

by agreement of all co-agents 
by a majority of those present, or 
by the first person available, if it is an emergency. 

7. Other Instructions for co-agents (optional): 



~nstructionsfor Part'2 - Others who may be involved in my . 

care: 

Part 2 is where 9a.1 can list your current doctor or clinician with 
address and phone number. This will help by identifyingsomeone who 
knows your medical history.' 

. , 

You can also statewho else shbuld or should NOT be con,sultedabout 
your care. . . 

You can state who is to be given information about your medical 
condition. This list might include your children, even if they are 
minors, or your close friends. Hospitals are required to withhold 
information about your condition from people unless you or your agent 
gives permission that this can be shared. 

You can state who shall not be able to challenge decisions about your 
care in court actions. Normally any "interested individual" can bring an 
action in Probate Court regarding decisions made on your behalf. 
"Interested individuals" are your spouse, adult child, parent, adult 
sibling, adult grandchild, reciprocal beneficiary, clergy person or any 
adult who has exhibited special care and concern for you and who is 

* 

personally familiar with your values. I f  there is someone in that list 
that you do not want to be able to bring an action to protect you, you 
may record the name of that person in Part 2. 

Sometimes a court appoints a medical guardian for a person, and that 
person controls specific treatment decisions, You can state a preferred 
person that you would like the court to consider - i f  a medical guardian 
is being appointed. This might be the same person you chose as an 
agent or it might be someone else. 



'My Name DOB Date 

Part 2 Others Who Are or May Become Involved in My Care 

1. My Doctor or other Health care Clinician: ' . 

Name ~ d d r e s s  
Phone 

. .  . . . 

. . 

(or) Name Address ' . , 

Phone . . 

.0ther people'&ho MAY be consulted about medical decisions on my behalf: . . 

. 'Those who should NOT be consulted:. . 

My health care providers may give information about my condition to the 
following adults and minors: 

The person(s) named below shall NOT be entitled to bring a court action on my 
behalf concerning matters covered by this Advance Directive. 
Name: Address 

5. If I need a medical guardian in the future, I ask the court to consider appointing 
the following ptrson: 

', -My health care agent 

The followirig person: 

Name Address 

Phone 

Alternate potential guardians may be listed as well, 



Instructions for Part 3 - Statement of Values and Goals 
< 

Part 3 allows you to  state in your own words what is most important 
to you as you think about medical care you may receive in the future, 

,This will guide your agent and your health care providers and will let 
them know why'you think particular choices are important based upon 
your own values and beliefs. 

I f  you choose to  fill out this Part, you may wish to use the Worksheet 1 
Values Questionnaire that is in  the W Ethics Network booklet 'Taking 
Steps" for help in framing and sharing your response. 

You may also wish to  use Worksheet 2 Medical Situations and 
Treatment. The second worksheet helps you consider how you might 
respond to changing circumstances and the changing chances that 
medical treatment may be successful. 



My Name DOB Date . 

Part 3 - Statement of Values and Goals 

Use the space below to state in your own words what is most 
important to you. 

....And general advice about how to approach medical choices 
depending upon your current or future state of health or the chances 
of success of various treatments, 



Instructions for Part 4 - End of Life Wishes. 

Part 4 contains statements that you can use to express either a desire 
for continued treatment or a desire to limit treatment as death 
approaches or when you are unconscious and unlikely to regain 
consciousness. 

Part 4 allows you to include other things - ,  that may be important to you, 
such as the type of care you would want and where you hope to ' 
receive that care if you are very ill or near the end of your life. 

, . 

There may be other issues about health care when death is not 
expected or probable.' These treatment issues and choices you can 
address in Parts 5 and 6 if you wish. 

There may be questions about your survival that even doctors cannot 
predict accurately in your case. It is important to repeat that Part 4 is 
for those situations where you are not likely to survive or to continue 
living without life-sustaining treatment on a' long-term basis. 



My Name DOB . Date 

Part 4 End of Life - ~reatrnekWishes 

If the time comes when I am close to death or am unconscious and upli'kely to 
become conscious again (choose a11 that apply): . ' . . 

1. -I do.wGt all possible treatments to extend my life. Qg . .' 

. , 

2. -I do not want my life extended by any of the following means: ', 

breathing machines (ventilator or respirator) 

tube feeding (feeding and hydration by medical means) . . 
antibiotics- .  

other medications whose purpose is to extend my life 

any other means 

3-- I want my agent to decide what treatments I receive, including tube feeding. 

4. - I want care that preserves my dignity and that provides comfort and relief 
from symptoms that are bothering me. 

5 .  - I want pain medication to be administered to me even though this may 
have the unintended efect of hastening my death. . 

6--I want hospice care when it is appropriate in any setting. 

7 - I would prefer to die at home if this is possible. 

8. Other wishes and instructions: (state below or use additional pages): 



Instructions for Part 5 - Other Treatment Wishes. 

Part 5 addresses situations which may be temporary, long-term or 
which may be part of a health crisis that might become life ending for 
you if no treatment was given or i f  it was unsuccessful; 

You may want to state your wishes'regarding a "Do Not Attempt 
Resuscitation" Order (DNR 0;der) i f  your heart wereto stop 

, (statement #I). Such an order must be written and signed by your 
doctor. Either the completed written order, or a special bracelet or 
other identification of that order, needs tobe  available for any 
emergency first responders who are called to the scene when your 
heart stops. It is up t o  you or your agent to make sure that these 
additional steps are taken, including having your doctor complete and 
sign the order and give you. either a copy of the order or some other 
identification. 

You may be in a situation in which there is a chance for recovery but, 
without treatment, you might die. Statement #2 is about allowing a 
"trial of treatment" in situations like these. This means you want to 
start treatments that will sustain your life, such as breathing machines 
or tube feeding, to see if you will recover. I f  these life sustaining 
treatments are not successful after a period of time, you give your 
agent and other care providers permission to stop or withdraw-them, 

0t'her statements in this Part cowern your wishes about 
hospitalization and treatment as well as participation in medical 
student education, or clinical or drug trials as part of your treatment. 

\ 
There is a1so.a statement about mental health treatment andyour 
preferences concerning types of involuntary treatment. 

Statement 9 of this Part'concerns specific directions for prescribing 
- and conducting electro-convulsive therapy (ECT) sometimes called 

"electro-shock" treatment. 

I f  certain statements of Part 5 do not concern or apply to you, do not 
feel you have to address them. I f  you have an agent, that person wil 
make decisions for you should the need arise. ' 



'Name . - DOT3 Date 

Part 5 .- Other Treatment Wishes . 

1. I wish to have a Do Not Resuscitate (DNR) Order written for me. 

2. If I am in a critical health crisis that may not be life-ending and more 
time is needed to determine if I can get better, I want treatments started. If, after 
a reasonable period of time, it becomes clear that I will get better,I want all , 

life extending treatment stopped. This includes the use of breathing machines or 
tube feeding. I 

3. If I am conscious but become unable to think or act for myself and will likely 
not'improve, I do not want the following life-extending treatment: 

breathing machines (ventilators or respirators) 
feeding tubes (feeding and hydration by medical means) 
antibiotics 
other medications whose purpose is to extend life 
any other treatment to extend my life 
Other: 

4. If the likely costs, risks and burdens of treatment are more than I wish to 
endure, I do not want life-extending treatment. *The costs, risks and burdens that 

.concern me the most are: 

5. -If it is determined that I am pregnant at the time this Advance Directive 
becomes effective, I want life su'stainhg treatment. . 

HospitaIization - If I need care in a hospitaI or treatment facility, the 
following facilities are listed in'order of preference: 
HospitalfTacility . Addrbs . . Tel.# 
HospitalRacilty . Address Tel. # 
Reason for preference 
I would like to Avoid .being treated in the following facilities: -
HospitaVFacility Reason 
HospitallFacility Reason 

I prefer the following medications or treatments: Use more space or 
'additional sheets for this section, if needed. 

'Avoid use of the following medications or treatments: 
List medications/treatments: 

Reason: 
Reason: 



8. Consent for Student Education, Treatment Studies or Drug Trials 

- I do1 do not (circle one) wish to participate in student medical education. 
I do1 do not (circle one) wish to participate in treatment studies or 
. , . drug trials. . . . 

. . I authorize my agent toconsent to any.of the above. . .- . 

. . 

9. Mental Health Treatment . . 

A. Emergency Involuntary Treatment. If it is determined that an 
emergency involuntary treatment must be provided for me, 1 prefer these 
interventions in the following order: (List by number as many as you 
choose. For example, 1 = first choice; 2 = second choice, etc. You may 
also note the type of medication and maximum dosage.) 

~edica t ionin pill form' 
Liquid medication 

- Medication by injection 
/

Physical restraints 
- ~eclusion . 
.- Seclusion and physical restraints combined 
- Other: 

Reason for preferences above (optional): 

B. Electro-convulsive Therapy (ECT) or "Electro-Shock Treatment" 
If my doctor thinks that I should receive ECT and I am not legally capable of 

consenting to or refusing ECT, my preference is indicated below: 

I do NOT consent to the administration of any f o m  of ECT. 
I consent/ do not consent (circle one) to unilateral ECT 
I consent/ do no t  consent (circle one) to bifrontal ECT 
I consent/ do not consent (circle one) to bilateral ECT 

I consent (or authorize my agent to consent) to ECT as follows: 
- I agree to the number of treatments the attending Psychiatrist 
considers app;opriate. 
- I agree to the number of treatments Dr. considers appropriate. 

I agree to the number of treatments my agent considers appropriate. 
- agree to no more than the following number of treatments . 

Other instructions regarding the administration of ECT: 



Instructions for Part 6 - Waiver of Right to Request or Object to 
Treatment 

Part 6 is a special part that may be used by people who want their 
future responses to offered health treatment disregarded or ignored. 

There may be situations in which you might be objecting to or 
requesting treatment but would then want your objections or requests 
to be disregarded. I f  you have had treatment in the past that scares 
you or is uncomfortable or painful you may be likely to say 'no" when 
it is offered in a future health cr i~ is.  Still, you may know that this is 
the only way for you to come through a bad time or even survive. You 
understand that it is necessary and you would want it again i f  you had 
to have it. This Part will help you let your agent, and others know 
what you really want for yourself. 

You must have an agent to fill out this Part. 

Because this is signing away a basic right that all patients have (to 
refuse or to request treatment) unless a court orders otherwise, you 
will need to give this much careful thought. You will also have to have 
additional signatures and assurances at the time you fill out this Part 
of jtour Advance Directive. 

I f  you think this Part 6 could apply to you and be helpful in your . 

situation, you need to be sure that everyone involved in your care 
understands that you are making this choice of your own free will and 
that you understand the ramifications of waiving your right either to 
consent or to object to treatment. 

Unlike other Parts of your Advance Directive, you can revoke Part 6 
only when you have capacity to make medical decisions as determined 
by your doctor and another clinician. 

Specific instructions for filling out Part 6 are as follows: For your 
agent to be able to make healthcare decisions over your objection, you 
must: 

Specify what treatments you are allowing your agent to consent to 
or to refuse over your objection; 
State that you either or do not desire the specified treatment even 
over your objection at the time and, further, specify your wishes 
related to voluntary and involuntary treatment and release from that 
treatment or facility; 



Acknowledge in writing that you are knowingly and voluntarily 
waiving the right to refuse or receive specified treatment at a time of 
incapacity; 
Have your agent agree in writing to accept the responsibility to act 
over your objection; 
Have your clinician affirm in writing that you appeared to understand 
the benefits, risks, and alternatives to the proposed hialth care being 
authorized or rejected by you in this provision; and 
Have an ombudsman, recognized member of the clergy, attorney 
licensed to practice in Vermont, or a probate court designee affirm 
in writing that he or she has explained the nature and effect of this 
provision to you and that you appeared to understand this 
explanation and be free from duress or undue influence. 



My Name DOB Date 

Part 6 - Waiver of Right to Request or Object to Treatment in the Future 

I hereby give my agent the authority to consent to or refuse the following 
treatment(s) over my objection if I am determined by two clinicians to lack capacity 
to make healthcare decisions at the time such treatment is considered: 

/ 

1.  I dowant the following treatment to be provided, even over my objection, 
at the time the treatment is offered: 

\ 
'l 

I do not want the following treatment, even over my request for that 
treatment, at the time the treatment is offered: 

,

2. 1 give permission for my agent to agree to have me admitted to a 
designated hosphl or treatment facility evenover my objection. 

. . 
- . Yes ' .. No ' 

. . 

3. I give my agent permission to agree that my release from a voluntary 
admission for mental health treatment may be delayed even-over my 
objection for up to four days so that a decision can be made regarding 
whether I meet criteria to be involuntarily committed. 

Yes No 

4. I hereby affirm that I am knowingly and voluntarily waiving the riaht to 
refuse or request specified treatment at a time of incapacity, and that 1 
understand that my doctor and one other clinician will determine whether or 
not I have capacity to make health care decisions at that time. I know that I 
can revoke this part of my Advance Directive only when 1have the capacity to 
do so, as determined by my doctor and at least one other clinician. 

Signed , Principal Date 

Acknowledgements . . 

Acknowledgement by Agent - I hereby accept the responsibility of 
consenting to or refusing the treatments specified above, even if to do so 
would be against the principal's expressed wishes at the time treatment is 
considered. 
Signed: (Agent)and (Alternate) 
Print names:) 
Phone Numbers: Date 



~cknowledgementof principal's cIiniciin - I affirm that the principal 
appears to understand the benefits, risks, and alternatives to the health care 
specified above that is being consented to or refused by the principal. 
Signed: Title Facility 
Date Please print name: 

~cknowledgement by persons who Part 6 - I ,  the ddesig&ted , 

person to -explain Part 6 , affinn.that I am an ombudsman, recognized member 
, of the clergy, an attorney licensed to in Vermont; or a probate court 

designee and that I have: 

Explained the nature and effect of this Waiver of the Right tp Requ=st 
or Object to ~reatment to the principal, ahd , 

The principal appears both to understand the nature and effect of this 
' 

provision and to be free from duress OT undue influence. 
. . 

0 .  If the prhcipal is in a hospital at.thetirnedf signing, that 1am .not 
. 

affiliated with that hospital, and ; 

I am not related to the principal, a reciprocal beneficiary, or the -

principal's clergy or a person who has exhibited special care and 
concern for the principal. 

Signed: Position . Date 



Instructions for Part 7 - Organ and Tissue Donation 

Part 7 of your Advance Directive allows you to state your wishes about 
organ and tissue donation. 

I n  some European countries organ donation is mandatory unless the 
patient has objected in advance. I n  our country permission for organ 
donation is not assumed and often the family or next of kin are 
approached for donation at the time of an accidental or unexpected 
death. I f  there are any objections from the family, those reservations 
and refusals are honored. Consequent1y;'many people who may have 
wanted their organs and tissues to benefit others do not get to have 
their wishes honored. That is one reason why there is such a shortage 
of usable organs and tissues for transplant in our country and why 
many people die waiting for needed transplants. 

Although you may elect to have an agent or your family decide on 
organ and tissue donation, your organs are more likely to be of use for 
*others if you make the decision yourself.. 

You' should also note your wishes on your license and attach the 
sticker 'showing that you wish to be an organ. donor. You do not have 
to have an. Advance ~ i rec t i ve  form filled out to show evidence of your 
wishes to be an organ donor, particularly if your license identification 
includes your wishes about organ donation. 

, If-you wish to donate your body for research to a medical school you 
. , will need to contact that institution to make separate arrangements 

and fill out forms supplied by that institution. 



' 'MyName DOB Date 

Part 7 - ORGAN and TISSUE DONATION 

I want my agent (if ihave'appchted one) and all who care' about me to follow my wishes 
about organ donation if that is an option at the time of my death. (k t ia l  below all that 
apply.) . . 

1 wish to donate the following organs arid tissues: 
, . 

any needed organs or tissues 

major organs (heart, lungs, kidneys, etc.) 
. . 

., .,tissues such as skin and bones 
. . 

eye tissue such as corneas 
, 

'-1desire to'donate ,my. .bodyto research or educational programs. (Note: . . 

you will have to make your o m  arrangements through a Medical School'or other 
program.) . . . 

. . i ,do wish to be an orgak donor. 
. . 

, .. . . . 



Instructions for Part.8 - Disposition of My Body after Death 

Part 8 allows you to give directions about funeral arrangements or 
related wishes about the final disposition of your body after you die. 

I 

You can use the section to appoint an agent for making these 
arrangements, or you may say that family members should decide. 
You can give directions to whoever is in charge. 

You can list important information about any pre-need arrangements 
you have made with a funeral home or cremation service or about the 
location of family burial plots. 

You may indicate your permission to have an autopsy done on your 
body after your death. An autopsy is generally not suggested or 
needed when the cause of death is clear, I f  an autopsy is suggested, 
it could be helpful to  your agent or family to know your wishes about 
having an autopsy performed. Autopsies may be required in cases 
where abuse, neglect, suicide or foul play is suspected. 



. My Name DOB Date 
. . 

, , 

Part 8 - '  My Wishes for Dispdsition of my Body ah& my Death 
. . . , 

.1 .  My Directions for ~ u r i a l  or Disposition of M~ Remairis after Death. .: 

I want a funeral followed by burial in a casket at the following location, if 
possible (please tell us where the burial plot is located and whether it has been pre- 
'purchased): 

I want to be cremated and want my ashes buried or distributed a s  follows: 

I want to have arrangements made at,the direction of my agent or family.' 
. . 

Other instructions: 
(For example, you may include contact information for Medical School programs if you 

' 

have made arrangements to donate your body for research or education.) 

2. Agent for disposition of my body (select one): 

I want my health care agent to decide arrangements after my death; 
if he or she is not available, X want my alternate agent to decide. . 

I appoint the following person to decide about and arrange for,the disposition of 
my body aAer my ileathi 

Name Address 
'. . Telephone Cellphone Email 

- . 

(09 . 

I want my family to decide. 

3., If an autopsy,is suggested following my death: 

I support having an autopsy performed. 
I would like my agent or family to decide whether to have it done. 

4. I have already made funeral or cremation arrangements with: 

Name Tel. 

Address . 



I 

Instructions for Part 9 - Signature and Witnesses 

Congratulations! You have done much good work in sharing 'your 
wishes through the, completion of,your Advance Directive. 

. , 

Be sure that your wishes as stated in the Parts you have chosen to fill 
out make sense when read together as a whole, I f  there is a question 
of conflicting wishes, be sure that you have indicated your priorities. 

When you sign your Advance Directive, you must have two adult. 
witnesses. Neither witness can be your spouse, agent, brother, 
sister, child, grandchild or reciprocat beneficiary. A change in Vermont 
law has made it a little easier to have witnesses available to assist 
you. For example, your health care or residential care provider and 
their staff now can be witnesses of Advance Directives. 

I f  you are in a hospital, nursing home or residential care facitity when 
you complete your Advance Directive, you will need a third person's 
signature to certify that he or she has explained the Advance Directive 
to you and that you understand the impact and effect of what you'are 
doing. In a health care facility, this third person may be a hospital 
designee, a long-term care ombudsman, an attorney licensed to 
practice in Vermont, a clergyperson or a Probate Court designee. 
(Nofe: I f  you decide to include Part 6 when you are in a health care 
facility, you must be sure that the third person who signs your 
document in that Part is not affiliated with.or employed by the health 
care facility.) 

Distribution of Copies of this Document 

It is a good idea to make sure that your agent, your family, your 
personal physician and your nearest hospital or medi.cal facility all 
have copies of this Advance Directive. List the people to whom you 
give copies a t  the end of Part 9 of the Advance Directive form. This 
will be make it easy for you to remember to tell all of these people if 
you decide to cancel, revoke or change this document in the future. 

, 'By mid - 2006 you will also have the option to have your advance 
directive scanned into an electronic 'databank called an Advance 
Directive Registry where you, your agent, your health care facility 
and others you designate, can get copies of your advance directive 
(including special personal handwritten instructions) immediately. 



My .Name DOB Date . . 

. . 
Part 9 - Signed Declalation of wishes 

I declare that this document ikfleits my desires iegarding my fuhlie health w e ,  
, . ' 

(organ and tissue donation and disposition of my body after death,) .and that I am, 

signing this Advance Directive of my own free will. . , 

, . 
. . - . . .

Signed Date . . 
. . 

(Optional) I affirm that I have given or will give copies of my Advance Directive to my 
Agent($ &d Alternate Agefit(s),and that they have agreed to sepe in that role if called 

. ,upon to do so. -. 
. . . . .Signed .Date: 

.. . 

(Optional) I affum that I have given or will give a copy of my Advance Directive .to my 
, ,Doctor or Clinician. , . 

Signed Date: 
. .. . 

Acknowledgement of Witnesses - I.affirm that the Principal appears to understand the 
nature'of an Advance Directive and t~ be free from duiess or undue influence. '. 

Si.gned Date 
~ r & tname: . . 

. . 
. . 

Signed . "  Date . . 

, .Print name: 
. , 

Acknowledgemknt by the person whd explained this ~ d v a n &  Directive if the 
.

principal is a current patient or resident in a hospital, or ofher health care facility. 

I a f f m  that: 
the maker of this Advance Directive is a current patient or resident in a hospital, ' 

nursing home or residential care facility, 
I am an ombudsman, recognized member of the clergy, an attorney licensed to 
practice in Vermont, or a probate court or hospital designee, and 
I have explained the nature and effect of the Advance Directive to the Principal 
and it appears that the Principal is willingly and voluntarily executing it. 

Name Address 

Titlelposition ,Date Tel. 



Important! 

Please list below the people and locations that will have a copy of this document: 

. . Vermont ~dvnnce  Directive Registry (anticipated available by mid- 2006) 

-Health care agent@) 

-Alternate health care agent 

Ramily members: (List by name all who have copies) 

Name Address 

MD (Name) Address 

Hospital (s) ( ~ a m e s j  . 

Other individuals or locations: 



--- --

. , . . .  
' ,Instructions: : '. . . . .  . . . . . 

,. . . * .  ' . . . .  . -.  . 
. ,  .I .' . 

r May be used foi  any patien!, but b rebdired ody  when a decisidd h& bein &de io use less kan maxi&\ treatln& ' 

.. Both sides of the'form mustbe completed before these POLST orders can be im~lemented bi dursinp staff.. . . .  
' . ' .. , .. >.' ' This docherit is *t to be given to ortompleted by apatient,or fainily .member. 

. . .. ~ a c 6order selected. must be initialed: a'checkmark will'kot bk acke'dted. . . . . . . .  

T
please indicate in theshrhafd Physician Order Sheet that POLST'o<d,erS havi be&Giitfen'(c.& "see E ~ f im~f)  ' 

. . . . .  . , . . . . . . . . .  
. . , . . . . . I . . . .  . . . . . \ 

1. 'In thk event of SP,ONTANEOUSCARDIOPULMONARY ARREST ' . . : ' . , )  . . , .  . .  , 
2 .  . . .(a) - (in'itiai) CPR (e.g., ACLS protocol) be used . ' . . . . . 

. 
.. 
. . 

. >  ,

@) . (initia~)CPRwill'notbe~sed. . . . .
. . .  , . 

, ,. . . . . . .  . . 
(c) , (initial) modified C P R ' N ~ ~ ~  . . . . . be used follow's . . , . , . . 

. . . , . . . . 
. . . . - . 

, . . , 
, , . . 

. . ... 

' ,2; In the even; &,CARD~OPULMONARY~ARREST. DURING'A PROCEDURE , 

.. , , 

: . ... , , ', (fof example, anesthesia, .sufgery, dialysis, IV injection, insertion of inirivas~ular device, ctc.) : , . . , . .. . . .  . . i .  .:. . ( 0 '- (initial)' .CPR.(e.g.;.ACLS proiocol) wi\lbe used , ' . . . . . 
. . 

: @I..- {initial) CPR y i l I  n'o t bemused . . 

. . 

- 3 .  IN SITUATIONS SHORT OF FULL ARREST, other limitation bf treatmmt decisions'&lude: , 

(initial) ~ T H H O L D  diilysiselectric shock f a '  avhythmia .: . . . -(initial) WIGLO 
. . , , .--(initia~) WITHHOLD IV mdications for arrhytlunia .' -(initial) WITHHOLD antibiotics . . 

(initial) WITHHOLD pressors for treatment of hypotension.. . . - (initial) WTIMOLD diagnostic.tests , 

-ri'itial) WlTHHOLD..endotracheal intubation and assistedventilation -.. -. 

. .. . . . 

. - . . .-@itia~j WITHHOLD'transfer to Intensive Care Unit . . . .-(initial)' WITHHOLD transfusion of blood or blood erqdu& . ., l ioit iai) , :~~~oLD~other-. theraPieS@$&+>... ':.--. 
. . 

I' . 
. , 

-----.---. ---..: 

. . 
---.--- '- '  

. 

'. 

. 

, 

, 

. ' . .  

,- . 

, 

. . . .  -

-(initial) DO NOT INCREASE cim+nilcvet of ventilatory support 
, -' (initial) DO NOT INCREASE current level of pressor support 

. 
. , 

. 

, 

. 

. 

.: 

. . .  . 
. . 

. .-(initial) DO NOT INCREASE other therapies (specify): . . . . . 
. . . . 

' 
, .  . 

Orders Liniiting the use of artificially administered fluids and nutrition: 
. . : (initial) NO total parenteral~mtrition . ', 

. .' ' . 

NO substantial enteral nkrition - .(initial). .  . . . ' .. 
. . .- (iiitial) .NO enteral'fluids " 

'. ,-(initial). NO N' fluids ., 
. 

" 
.' ..:::. 


.: 

. . 

this foni  is not h e  ahe*dingkdver&g the fo l loki~~-m&t If individua~co,m~l~ting be initialed: 
, . 

(initial) discusied kith the,attendinglcovcring physjcian . 
' (Name) , ( ~ i t e )  . ( ~ $ n e ). . - -G . . - .  

. .' . . 
. . 

signeh by: , ' . . (Signature) . .' . :. .- D& . .  ' . '  ' Time ' 

, . . . , . 
. , 

. . . ' (Printed'Name) . ' . FAHC beeper ' 
. . . .  

. .. . 
, , . . .. . . 

, . . . 
. , . ~ 

. , . . .  

. Temporary Suspension of POLST ' . . 

, ' After discussion with the Patiellt or surrogate, a decisionhas been made ~ o ; t e m p o r a ~ ~ ~ . s ~ s p ~ f i d'::these 
, . . .

P0LST.order.s during the. following procedure:' 
. . . . , 

' 

. . 
' ''!; I , . '  . . . , ,? ' ,>  

. ', . . . . . . .  . . - . .  . . . .  
. . 
suspension begins: . . Date Time . . 

. . Signature ., , 

. .POLST orders'resumef ' Date ' ,.Time.. . . . . .  . . .;..i~.. . .  . . ..: Signawe . 
. . .  . . . , f i n hp gt +impnrrbrc r ~ u m ~ \. . . . . . . .  . . 

. . . . , 



' . PHYSICIAN PR~GRESSNOTE ' ,' 

. . , . . . . . . . . . 
. . 
. . 

;. .  , , . .. : . . . . . . .',. ... r.!,:: ':, . .  ,. . . .  
, . 


&kh limit'thi i p q i d b r t y &  i f  ihefipy which.will be.used.fsir:ispecific p&ent : . . . "~~~henorders:ke'writteo . . . . . . .  

(iiciuding DNR), an explanat6r-y note mud be *ittenby .: .. . _ .  i~diuidual~ivritinkth&prdqs. ' h e  hote should . . .  

. .  . . .  
, .include .at least the following information: '..: . . . .  . . > . . . . . . .  . . 

, .  - ' . .in thi discusii6n ' . . . . . . .  
. . . . 

. .
(a) . ~ho-~atiicipated 
' .., .. . .  . . . :. . . (b). .the goals of furiher therapy, foi ex&& . . . . . . . . . . . . .  
 . .. I .. . .  . - .. . .. . 

, . .. . . . -- life-pf~~on~atiqb,. . .  but withut these bu'idensoie &d&ties .:. . . . , , . . . 

.  . . ,relief of symptoms, mahtenance of comfoft, hygiene and dignity : .. 
. . . . 

. .\ . . . . , . . . . . . . . . . . . 

the reasons for the decision, which might 'include(c) . . . .  

, ' 

- the'fully informed patient 6elidyes the.expect6d buidens :of treatmedt are greater +an, the likely be'nefits, 
-..written'documentation 

. ,  .
of the patient's wishes (that is, a'n advaiice directive) :. . ,  ' . . . 

, ~ 

' , '. - thefully informed sunogate believes this is what the patient would choose . ' .. .. . . . .  
- the fully informed surrogate believes this is'in the patient's be+ interests . . . . . . .. ,  . .  . . 


- the attending physidian believkitbereid no rtasoriable 6xpectatibn that the treatme@t~-bbe withheld or. 
' . ~ 

. . .withdrawn would be. effective. , , . . . .  . . , .  .. . . . 

. , . . . .... . . . .  . I \ . .. . 
' ~b$ ie rau  .compleiiug form: :- , .: . 

. . .. . .- . . .  . . . .~. 
' L  . 

. . . Print , ' .' .,. ' 
. , 

' .:Signature . ' ' . 
- . 

. . I..- . , . , . .. . . . . .  . 
. . . . . :  . . . . . . . . . . .  ..( .. ' i
. I  

- i  . 
. ' .Beeper . . : Date Time . . . . . . .  

. . . .  
, .  

. . 
- . . . . .  .:.......
" " " " . . . . _ %... 

. . .  . . _,.:...... . > ,  . . .  . . . .  
. . 

,. . . . . . . .  . . . . . .  . . . . . .  ' 7'  '.:': -. . . - , , .  
.I._ 

-- . . . . . 
':.-
. 

.
1 1 1 1 . - . .. . , . . . 

. Approval of attendinghovering physician : . . . . .  . .  b a t e  . . . T i m e , "  
. . 

. .: . (if h p l e t e d  by someo&>ther.thananattending,m;rriustbecounlersigned.wiQin36 honrs'to.rema~va\id)-- ,. 

:. ' .. . 
. . 

, . . . . . 



 
DO NOT RESUSCITATE ORDER  
Patient: Date of Birth: 

. , 

I'am the clinician for the above-named patient (principal), and I certify as follows: 
, . 

1. I have consulted, or made an'effort to consult with, this patient, and the patient's agent or guardian: 

. .Patierit's Agent or ~ u a r d i a n :  
. . 

Address & Telephone: , 

2. CKECKONE: 

UInformed Consent for this DO NOT RESUSCITATE (DM)Order has been obtained from: 

Name of Person Giving Informed Consent Relationship to Patient 

OR , , 

Signature Of Available)0I have determined that renuidtition wodd notpievent the imminent death of this patient, should the patient 
experience cardiopulmonary arrest. Another clinician has also so determined: 

Namc of Other Cliniclan MakingThis Determination (PLease Print) 

' 
3. This patient m s nisnot in a health care facility or a residential care facility. . .  

Name of Facility: 

If this pati&t is in a h e a k  care facility or a residential care facility,' the requirements of the facility's DNR protocol 
required by 18 VSA $9709 have been met. 

'4. 'Ihave authorized issuance of a DLYRIdentification (ID) to this patient. Form of D: 

5. Under Vermont law, 18 VSA $ 9708(c),.every health care provider, health care facility, and residential care 
facility must honor a DNR Order or a DhTR Identification unless the provider or facility: 

Believes in good faith, after consliltation with the agent or guardian where possible and appropriate, that: 

the principal wishes to have the DLYROrder revoked; or 
% 

the principal with the DBR Identification is not the individual for whom the DNR Order was issued 
' AND 

documents the basis for that belief in the principal's medical record. 

This DNR Order precludes efforts to resuscitate only in the event of cardiopulmonary arrest -and does not affect other 
therapeutic interventions that may be appropriate for the patient. 

Dated: 
. \ 

Signature of Clinician Signature of Additional Clinician S N o  Informed Consent 

Printed Name of Clinician Printed Named of Additional Clinician 

Note: The statutory definitions of terms in bold appear on the reverse side of this Order. 

VT Dept. of Health
Text Box
Attachment C
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1 

ADVAYCE DIRECTIVES 

-D 9701. Definitions i 
I 

As used in this chapter: . 
. (I) "Advance directive" means a written record executed pursuant to 
section 9703 of this title, which may include appointment of an  agent, 
idenM8cation of a preferred primary care cfinician, instruchons on health 
rare desires or heahnent go&, an anatomical gift as defined in subdivision 
6238(1) of this title, disposition of remains, ;lnd funeral goods and sewices. 
The term includes documents designated under prior law as a durable 
power of attorney for health care or a terminal care documeik 

(2) "Agent" means an adult with capacity to whom authority to make 
healthcue decisions is delegated under an advance directive, inclu&~g an 
alternate agent if the agent is not reasonably available. 

(3) "Capacity" means an individual's ability to make and communicate 
? decision regarding the issue that needs.to be decided. 

t(A).An individual shall be deemed to have capacity to appint  an 

' agekt if the indimdual has a basic understanding of what it means to have 
another individual make health c u e  decisions for oneselF and of who 
would be an appropriate indrvidual to make t h w  decisions, and can 
identify whom the individual wants to make health care decisions for the 
individual. 

(B) An individual shall be deemed to have capacity to make a health 
care decision if the individual has a basic understandmg of the diagnosed 
condition and the benefits, risks,and alternatives to the proposed health 
cue. 

. (4) " ~ l i n i ~ i k 'means a medical doctor licensed to under 
~ h a p t e r8 ,of Title 26, an osteopathic physician licensed pursuant to 

' subdivision 1750(9) of Title 26, an advance practice registered nurse 
licensed pursuant to subdivision 1572(4) of Title 26, 'and a physician's 
wis tant  certsed pursuant to section 1733 af Title 26 acting within the 
scope of the license under which the clinician is practicing. 
.. (6) "Commissioner" means the commissioner of the d e p m e n t  of 
he3lth. 
. r .  (6j "Do-not-resuscitate order" or "DNR order" means a written'order 
'.of the principal's clinician directing health Care providers not to attempt 
resuscitation. 
.. (7) QNR identification" mlans a docume& bracelet, other jewelry, 
wallet card, or other m e w  of identifying the principal as aninindividual who 
/IS a DNR order. 
i:. (8) "Emergency medical personnel" shall have the same meankg as 
provided in section 2651-of TiUc 24. 

(14) "HIPAA" means the He+lth Insuradce ~o&bi l i t~ ' i nd '~c~odnf , -  
ability Act of 1996, codified a t  42 U.S.C. $ 1320d and 46 CER.' 8 § 160-164. 

(15) "Informed cqnsent" means the consent given voluntarily by an 
individual with capacity after bekg fully Informed of t+e nature, benefits, 
risks, a d  consequences of the proposed health, care, alternative health 
care, rind no health care. . 

(16) "Interested individual" means: ' 

(A) the principal's spouse, adult child, parent, adult &ling, a d d l  
grandchild, reciprocal beneficiary, or clcrgy peqon; or , 

(B) any adult who has exhibited special care and concern fo; the 
principal and who is personally familiar with the principal's values. 

' 

(17) "Life sustaining treatment" means any medical Intervention, 
including nutrition and hydration administkred by medical.mems and 
anlihiotics, which is intended to extend life and without which the principal 
is likely to die. 

(18) "Nutrition and hydration administered by medical means" means 
the provision of food and water by means other than the natural ingestion 
of food or fluids by eating or drinking. Natural ingestion includes spoon ,

; feeding or similar means of aqistance. . , 
I (19) "0mb"daman" means an individual appointed as a long-term care 

ombudsman under the prograin contracted. through the department of 
aging and independent livhg pursuant to the Older Americans Act of 1965, 
as amended. 

(20).'%tientls clinician'.' means the clinician .who currently has re. 
sponsibdty for providing health care tb the patient. - ' 

, . :  
1 

' 

(21) 'Trincipal" means an adult who has executed an advance direc. 
tive. . . -

(I:::.? 122) +Principal's clinician" means a cliniclan who eu&ently has respon- 
aib'iiit) for providing health care to the principal. 
, . (23) "Probate court designee" mems a responsible, howledgeable 

I individual independent of a health care facility designated by the probate 
court in the district where the principal resides or the cbunty where the 
facility is located. .' -.-:!'..(24)'Reasonably a+ailableV meins able to be contacted with a level of 
diligence appropriate to the seriousness and urgency of a principal:^ health 
'meneeds, and willing-and able to act in a timcly manner considering the 
veency of the principal's health w e ,  needs. . ' . 
" i (25) "Registry" means a secure, web-based database created by the 
m$rnissioner to which individuals may submit an advance directive or, 
infprmatio~~regarding the location of an advance directive that is accessible 
'to ' rincipals and age& ind, as needed, to individuals appointed to arrange!fo the disposition of remains, organ procurement or~anizations, tissue and 

(9) "Guardian" means a person appointed hy the probate court .who 
has the authority to make medical decisions pursuant to subdiyiqion 
3069ib)(5) of Title 14. 

(10) "Health care" means any treatment, service, or procedGe tp 
maintain, diagnose, or treat an individual's physical or mental condition, 
including services provided pursuant to a clinician's order, and services to 
assist in activities of daily living provided by a healthcare provider or in a 
health m e  facility or residential care facility. 

(11) "Health care decision" means consent, ?efusal to cons&t, or 
withdrawal of consent to any health care. 

(1'2) "Health care facility" shall bave the same meaning as provided in 
subdivision 9432(7) of this title. 

(13) "Health care provider" shall have .the same meaning 4 p&ided 
in subdivision 9492(8) of this title and shall iqclude emergency medical 
personnel. 

eyt bank,  health care provide&, health care facikies, residential care 
facilities, funbral directors, crematory operators, cemetery officials, and 
@q employees thereof. . . 
'.': ' (26)"Residential care facility" means a residential care home or an 
asiisted living residence as those termsare defined in section 7102 of Title 
33. . . 

(27) "Resus,citaten or "resuscitation" includes chest compressions and , 

rn+k ventilation; intubation and ventilation; d e f ~ d l a t i o n  or wdioversion; 
"d emergency w d i a c  medications provided according to the guidelines of 
the, Am~erican Heart Association's Cardiac L i e  Support program. 

.' ' (28) "Suspend" means to terminate the applicability of all or part of an 
:$vance directive for a specific period of time or while a specific condition 
*sts.--Mded 2005, No. 56,j 1, e f t  Sept. 1,2005. 

-. 



. . . , .  

ATTACHA5ENT.D . . . . . , . , 

. . , Do Not ~ e s u & &  (DNR) ~dentifie.&on , 

. . . . . .  . . . . . 

18 VSA 8 9 7 0 1 0  defines " D M  ide&ficationw as "a.dci&rnent; bra&let,:other ': 
jewelry, wallet card, or other means of identifying the principal as an individual who has 
a DNR order;" . . .

. . .  
.' 

, The ~epartment of Health, ~ m e r ~ e n c ~  Medical services, &p'ports a braeelet 
system and recommends that every person far whom a DNR order is issued have a 
bracelet. . . 

. . . . . .  . ._ . . . . . . 

~rackl i t sare prkferred over i&klaces, wallet cards, ,or similar'altematives as they 
tend to be more e'asily located, less likely to be transferred to &other party, ,and do not 
reqube seaiching a wallet to find. Any bracelet system that isput into place . should have . 

the following attributes:: 
. . 

The bracelet be of a standarddesign with the same information as the order form. . 

' T?ie bracelet be of a color and design that is easily visible and distinctive. . '  
. , 

The bracelet be latex free and easily worn by persons of iarying sizes and medical 
conditions. ' 

.. Thesyatei  be inixpensive (ideally free to the patient).' . . ,  
. T h e  system for requesting &d receiving a bracelet should be based in the . , 

physician cb&nity (where the DNR orders are created) rather than with the . . .. 
. , ..Department. . . 

. 'Any bracelet system should be backed up with a standardized written DNR order 

. fonk. This way a'patient could have an order f o ~ m  and no bracelet or an order .' ' 

form arid a bracelet, but not a bracelet with no order form. 

Some bracelet sources include:, . , ' , 

Appornattox Drug Stbre, PO BOX 489, Appomattox, VA 24522. Telephone 1-800- . . 

330-7225 ex: 102, or order on-line at: , 

htt~://u~ww.diabeticdru~store.~~~~I!de~t.'d~~?de~t.id400 - ' 

Medic Alert Foundation Intemafional, Attli.' DhR,,2323 Colorado Avenue, - . 

Turlock, CA 95382 Phone: 1:888-633-4298,3,1 or aik for DNR. 
h t t n : / / w w w ~ m c d i c a l e r t . o r g ~ a i n ~ a d ~ ~ a ~ ~ c ~ x, 

. . 

Medical ~dentification ~ewe1. r~(on-line orders only).at: 
. . 

h~://~nnv.medicalidalertbracclet.com/nrt id401&sku4!0-001 .. &dnr=y. 
htt~://ww.medi~alidalertbrace~et.conI!defau~t.as~ 

, * 

. . 

The Department of Health does not endorse any spkific vendor. , . ,  

. . 

If a DNR order is withdrawn, any DNR identification should be (estroyed. 

. . 
, , 

. 



Attachment E ' 
Emergency Medical Standards 

, . 

DO NOT INITIATE RESUSCITATION (DNR)- Vermont EMS Protocols 5-00 

General considerations- 

A. This protocol is intended to  cover patients in the health care system who 

have valid do-not-resuscitate (DNR) physician orders. This can include 
patients in health care facilities or under care in an out-of-facility setting 
(e.g. hospice care at home). 

B. In cases where the patient is competent, EMS personnel should attempt to  
verib the patient's desire for no resuscitation attempts. 

C. Emergency medical serbices must be provided to all persons regardless of 
resuscitation status, so that terminally ill patients have access to  emergency 
palliative care and patients who decline CPR have access to other life- 
sustaining treatments. 

D. DNR simply means do not initiate CPR (ventilations or compressions), 
defibrillation, advanced airway techniques (e.g. ff or EOA), resuscitation 
drugs or other resuscitation measures. It does riot affect other EMS care. 
Comfort care measures may include positioning, temperature/environmental 
control, oral or nasal airways, suctioning, splinting, oxygen, IVs by on-line 
medical direction, assisted medications, etc. 

Procedure-

A. Care other than resuscitation measures should be initiated for patients with 
known DNR orders. ' 

B. EMS Personnel should verify the physician's written order. Where possible, 
the name of the physician and the date the order was created should be 
obtained and noted on the EMS run report. Hospice or the Home Health 
Agency involved may be able to provide assistance. 

C. If possible, EMS personnel should attempt to verify with the patient, patient's 
legal guardian or th'e patient's durable medical power of attorney that the 
DNR order is  still in effect (i.e. has not been revo'ked). 

D. Seek on-line medical direction for circumstances not specifically c&ered by - . 
this protocol. 



ATTACHMENT F 

Experimental Treatments . 

The Department of Health supports a clinician's obligation to treat a seriously ill 
patient with a11 available modalities allowed by law. 

All use of experimental treatments must be in compliance with 21 CFR Part 56 
(Institutional Review ~oards) ,  2 1 CFR Part 3 12 (Investigational New Drug Application), 
and all other applicable state and federal law. 
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